A complete necropsy showed multiple acute liver necroses, fibrinous endocarditis, subpleural petechiae, pulmonary oedema and the morphological signs of shock. The neuropathological investigation revealed a typical epidermoid cyst at the base of the brain extending from the interpenduncular fossa to the upper medulla oblongata with a mean diameter of 1 cm. The whole left aspect ofthe pons and the left cerebellopontine angle were covered by the tumour. Both oculomotor nerves, the left trigeminal, facial and the vestibulocochlear nerves as well as both abducent and glossopharyngeal nerves were covered with pearly masses. The tumour lacked calcifications. There was no bone destruction at the base of the skull. The brainstem was slightly displaced to the right.
Epidermoid cysts have been described as the most frequent tumourous malformation of the CNS.'2 The favourable outcome after total removal' make an early correct diagnosis highly necessary. We describe a 48 year old male technician who was healthy until April 1988, but who developed thoracic pain and sciatica-like backache on the right side which disappeared a few weeks later. In July neck stiffness and double vision occurred. He was admitted to our hospital in August 1988.
Nuchal rigidity, paralysis of both abducent nerves, weakness of the right superior oblique muscle and the left facial nerve, as well as papilloedema were found. There was a slight displacement of the palatopharyngeal arch to the left. He was afebrile. Routine laboratory data were normal. In September, episodes of confusion and a left-sided ptosis occurred. There was now plegia of both abducent nerves and a weakness of both recti superiores muscles. The cerebrospinal fluid (CSF) showed 40 A complete necropsy showed multiple acute liver necroses, fibrinous endocarditis, subpleural petechiae, pulmonary oedema and the morphological signs of shock. The neuropathological investigation revealed a typical epidermoid cyst at the base of the brain extending from the interpenduncular fossa to the upper medulla oblongata with a mean diameter of 1 cm. The whole left aspect ofthe pons and the left cerebellopontine angle were covered by the tumour. Both oculomotor nerves, the left trigeminal, facial and the vestibulocochlear nerves as well as both abducent and glossopharyngeal nerves were covered with pearly masses. The tumour lacked calcifications. There was no bone destruction at the base of the skull. The brainstem was slightly displaced to the right.
We conclude that in cases with cranial nerve lesions and cerebellar signs or even meningeal signs an epidermoid cyst at the base of the brain should be excluded. and children6) has been carried out in prospective studies which showed no unwanted effects on oral and dental health. Gingival hyperplasia is a common side effect of phenytoin therapy, but has also been observed with A 40 year old woman was in good health until two days before admission, when while asleep she had an attack of sudden back pain on the right side radiating to the chest, and accompanied by vomiting. Next morning, she noticed weakness in her right leg and bilateral sensory loss below the thoracic level. Neurological examination on admission showed weakness in the right lowerextremity, increased bilateral patellar and ankle reflex with positive Babinski reflex, hypesthesia below left T-7, hypalgesia and thermohypesthesia below right T-7, bilaterally diminished vibration sense below the thoracic cage and mild urinary disturbance. Haematological and coagulation tests were normal. The cerebrospinal fluid (CSF) was clear. Computed Tomography (CT) scan showed a haematomyelia as a high density area from the level of T-2 to T-7 with a "string-like" enhanced lesion at the T-4 level (fig 1) . Myelography followed by a CT scan~~~~~~. Four weeks after admission, we performed a laminectomy from T-2 to T-5 and made a small midline myelotomy at the T-3/4 level to evacuate the intramedullary haematoma, but did not examine the tissue surrounding the haematoma. Transient neurological improvement followed but then there was further neurological deterioration due to recurrent intramedullary bleeding, shown by CT scan two weeks after the first operation.
A second operation was performed about three weeks after the first operation. The midline myelotomy was extended and the intramedullary haematoma, surrounded by the fibrous tissue, was evacuated. Total removal of the haematoma and fibrous tissue revealed a tiny abnormal vascular lesion; it was completely removed and was shown by histological examination to be an AVM. The weakness of the right leg and the sensory disturbance had worsened and she was troubled by numbness of the right leg but she was able to walk with an aid of a stick three months after the second operation.
Although 
